STATE OF CALUFORNIA - HEAITH AND WELFARE AGENCY PETE WILSON, Governer

DEPARTMENT OF HEALTH SERVICES
7147744 P STREET

P.C. BOX 942732

SACRAMENTO, CA 942347320

April 30, 1901

T0: All County Welfare Divectors Letter No.:gi-40
All County Administrative Officers

SUBJECT: FORM MC 220 (12/90), AUTHORIZATION FOR RELEASE OF MEDICAL
-INFORMAT 10N

FORM MC 220A (8/90), AUTHORIZATION FOR RELEASE OF MEDICAL
INFORMATION--ATDS

REFERENCE: Electronic Mail System (EMC2) Message Number DHS 20094

The purpose of this All County Welfare Director’s Letter is to inform you
that both forms MC 220, Authorization for Release of Medical Information and
MC 220A, Authorization of Release of Medical Information--Aids have now been
revised (a copy of the revised MC 220 and MC 220A is enclosed).

In the past, the medical community, as well as, various Spanish organizations
have expressed concerns reparding the format of the previous MC 220 (10/86)
and MC 220A (3/89). The previous forms had an English version on one side
and the Spanish version on the reverse side. However, the instruction stated
that the English side must be completed and signed by all applicants. This
created a problem for the Spanish speaking population. They were
uncomfortable about signing on the English side which they could not read.
On the other hand, if a Spanish speaking person was allowed to sign on the
Spanish side, some medical providers would not release the information
claiming their inability to read Spanish.

In order to alleviate the confusion, the forms were revised to have the
English and the Spanish interpretation written side by side on the same page.
We feel that the revised form is more concise and easier to understand. The
revised forms should be satisfactory to both the English and Spanish speaking
population.

This is also a reminder that a signed MC 220 or MC 220A (where appropriate)
is required for each treatment source or agency that is listed in the MG 223
with the exception of Social Security. All areas of the MC 220 and MC 220A
must be completed by the applicant or his/her representative. Disability
Evaluation Division will return any incomplete applications.
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The earlier information on the MG 220A that was forwarded to the counties via
EMC2 message (number DHS 9009%4) dated July 17, 1990 is now obsolete.

Please begin using the revised version of the two forms. The forms you
should now use are MC 220 (12/90) and MC 220A (8/90>). Both forms are
available In the State warehouse. Please order the forms Immediately and,

upon receipt of the new forms, destroy the old MC 220 (10/86) and MC 220A
(3/89). .

You can order the revised MC 220 (12/90) and MC 220A (8/90) forms by
completing the "Order Form” DHS 2031 (9/89). 1In order to request these forms
from the State warehouse, the DHS 2031 must be submitted to
Department of Health Services Warehouse, 1037 North Market Boulevard,
Suite 9, Sacramento, CA 95834.

If you have any policy questions, please contact Marie Taketa at
ATSS 467-7156/ (916) 327-7156.

Sincerely,

ORIGINAL SIGNED BY

FRANK S. MARTUCCI, CHIEF
Medi-Cal Eligibility Branch

Enclosures

cc! Medi-Cal Liaisons
Medi-Cal Program Gonsultants
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AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
AUTORIZACION PARA PROPORCIONAR INFORMACION MEDICA

Name of ApplicantNombre del Solicitante

Social Security Number/Numero del Sequro Sccial

1.DD. Number/Numero da Idaentificacion

tHospital, Clinie, VA, or WCARY (Hospital, Clfnica, Administracién de Vetoranos, o WCAB)

| authorize

Autorizo a

to disclose my medical recerds or other information for the period beginning
gue revela mis antecedentes medicos U Olra informacion sobre e periodo de

and ending
Date/Facha a

Dare/Fecha

10 the state agency that will roview my application for disability banefits under the Sacial Security Act.
a la dependencia estatal que revisara mi solicitud para bensticios por incapacidad bajo fa Ley del Seguro Social.

I autharize a private photocopy company to photocopy such madical
records as are needed as evidence in determining my eligibility for
such benefits. | have been informed that the private photccopy
company will not release any informaticn about me 1o any person or
agency other than the state agency indicated above.

This consent can be withdrawn at anytime; however, it will remain
valid for any action taken prior to the request being withdrawn, The
duration of this conseni shall not be any longer than is reasonably
necassary 1o accomplish the purpose for which it was given, i.a., the
linal determination ol my application for disability benefits ( including
the appeals process), This consent will thea automatically expire
without any written request.

I consant to the reloase of tho results of any alcohot andfor drug
abuse treatment, and/or psychiatric recoras under tha samae
condilions as outlinad above. | understand that such infermatian
cannot be releasad without my specific consent, except in spacial
circumstances.

| have read the above and fully understand its contents in its antirsty
and have asked guestions about anything that was not clear to me
and am salisfied with the answers | have received. | understand
that { have tha right to receive a copy of this authorization on
roquast.

Autorizo a un negocio privado de tolccopiada para que saque copias
totostaticas de los antscedentes meédicos que sean necesarios
presentar como pruebias para delerminar mi elegitilidad para 1ales
bensficios. Se me informd que el negocio privado da {otucopiado no
divuigara ninguna informacién mia a ninguna persona o depsndencia
que no sea la dapendencia estatal que ss indica arriba.

Este consentimiento pueda ser retirado en cualguier momento; sin
embarga, permanecerd en vigor con respecto a cualquier acdon que se
haya sjercitado antes que se retirara la peticién. La vigencia da esia
peticidn, no durard mas que lo razonablemente necesario para llevar a
cabe ef asunto para el cual se dio; esto es, la determinacion final ¢e mi
solicitud para beneficias de incapacidad (incluyendo el procedimienta
de apelaciones). Entonces, este consentimignto expirara
automaticamente sin pedirlc por escrito |

Autorizo que Jos resullados de la prueba para detectar los tratamientos
relacionades con el abuso del aicohot y/o drogas, y ios ‘expedientes
siquiatricos para que sean proporcionadaos bajo las mismas condicicnes
que se indican asrriba. Entiendo que tal informacion no puede

proporcionarse a menos que dé mi consentimieanto expraso, exceplo en
citcunstancias especiales.

Ha laldo y entiendo perfectamente la informacion que aparece arriba.
Ha hacho preguntas sobre dudas que tenia y estoy satisfecho con fas

aclaraciones que me proporcionaron. Entiendo gue ienga &l derecho
de racibir una copia de esta aulorizacion, si asi Jo deseo.

Signawre of ApphcanvFirma del Solicianta

DaresFecha
Signature of Person Acting In BehaliFirma ce ja Persona que o Aepresenta DatosFocha
T - Suweat Andras s Direcaon - ’ -
CityfCiudad ZIP Code/Zona Postatl Telephonat Totdiono

Ta Whem it May Cancern: Medical reports released to the state's
Disability Evaluation program become part of the applicant's file
subject to the provisions of the Fedsral Privacy Act of 1974 which
provides that, upen request, an applicant may have access to those
records. A condition of access to madical racords is that, at the
lime access is requested, the applicant must designate a
raprasentative to recaive, raview, and discuss them with the
applicant. It is recommendsd, but nat raquired, that the
representative be a physician or other health sarvice professional.

MC 220 EnglishvSpanish (12/90)

A Quisn Corresponda: Los expedientes médicos proporcionados
por el programa estatal de Evaluacion de Incapacidades (Disability
Evaluation) forman parte del expedienta del solicitante de acuerdo a
lo estipulado par el Acta Federal de Confidencialidad de 1974 gua
establace que el solicitante puede tenar acceso a esos expediantes
st asl lo solicita. Una condicién para obtener acceso a los
expadiantes médicos sara que, al hacerse la solicitud, sl solicitante
debe nombrar a un representanta para que los raciba, examine, y lo
repase con el solicitanta. Es recomendable, paro no obligatorio,

que el representante sea un médico u atro profesional en el ramo
de la salud.



T iieor Callomia - Heah ang Wultare Agency

Name of ApplicanyNombre daf Solicitante

Sacial Securtty Number Mimesro ael Seguro Scoal

1.D. Nurrben Nomers de ientiticacion

t authorize
Auvtorizo a

i disciose my mesdical recores or otnar intarmanen lor the oariog beainning o
UB TOVOIG NS ANtECeARNES Momcos ¢ airg MTONTIACION SODIY 81 DEMGAO do

i3 tha siate acency that wil review my aoplicaion jor disability bane!

ZH0anment of Heath Sare
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LCameFecha = DaierFecna

5 under the Sociat Security Act.

<13 Gependancia astatal Que revisara i solciud para henaticios POrincapacikdad bayo la Loy gol Seyuro Socia,

I autherize a private photocopy cemoany to photocopy such medical
‘ecoras as are needed as evidence in detarmining my eliggibiiity for
sucn benetits. 1 have oean Infarmed that the private ohaotocopy
company wilf not release any information apaut me to ANy parson ar
20ency ainer than the siatg agency indicated abave.

This consent can be withdrawn at anytima: howavar, it will remain
vald for any action taken prior to the raquest being withdrawn. The
auration of this cansent shall not za any loncer than s reascnaply
raecessary to accomplish the purpase for which it was givan, i.e., lhe
finai determination of my application for disanility banstits ( including
the appeals process). This consent will then automaticatly expire
without any written request.

{ consent o the reiease of the resulls of thg human

mmunodeticiency virus (HIV) anubody test and any other indicators
of immune status ang meajcaf records and information partaining 1o
the treatment of AIDS or ARG (AIDS reiated compiex), alcohol)
andfor drug abuse treatment, and/ar psychiatrie racords undar the
sdme conditions as outlined above. b undarstand that such
information cannot be released without my spaciic cansant, axcept
i special circumstances.

I have read the above and fully understand its contants in its antiraty
and have asked questions about anything that was not claar to ma
and am satisfiad with the answars | have received. 1 understand
that | have the right to racsive a copy of this authorization on
fequast,

] —
Signatare of Apphcanu s rma ool Sehchantg T T ——

AUlCIiZo a un negocio privadao de lotocapiado Para que saque copia
©lostaticas da los antecedentes medicos que §8an necesario prasenta
SOMO pruatas para determinar i eleabilidad para 13/ banaficios. S
mainferma aue el Hegocto privado de fotocaviado no cvulgara ningun;
infarmacion mia a mnguna persona o QEBENdenciz que no sea i
~ependencia esiatal quae se ingica arnba,

Este consentimiento puade ser retirado en cualquier momaento: sir
embarga, permanecera 80 vigor can respecto a cualquier accion que se
haya ejorcnada antes Que sa rerfirara la peticion. La vigencia de est3

soliatud para benaficios da incavacidad (incluyendo gi procadimiento
48 apelacionas). Entornces, asta consentimianto axgirara
duicmaticameanie sin pedirio por escritg |

Autarize qus jos restltacdos da Ia Prieba para detectar ios anticuarpos
del virus de inmunoceficiancia humana (ViH) (HIV - fiuman irrmuno-
ceficiency virus), cualesquier otros agentes infeccciosos de
inmmunidag, antecsdentes medicos, informacion relacionada con al
ratameinta del SIDA {(AIDS) o de Ia condician a compieio relacionada at
SIDA (CRS) (ARC - AIDS.reiated Compiex), ratamientos relacionados
con el abuso del aleohol y/0 drogas, y los 2xpedientes siquidirices para
ue sean proporcionados bajo las mismas condiciones que se indican
arriba. Entiendo Qua tal informacion no puede proporcionarse 3 menos

que dé mi consentimiento expresa, excepto en circunstancias
espaciales,

He Isido v entienda pertectaments la informacion Que aparecs arriba.
He hecho preguntas scbre dudas Que lenia y estoy satisfecho con las
aclaracicnes que me proporcionaron.  Entiandg gue tengo al daerecho
de recibir una Copta de esta autarizacion, si asi lo deseo,

awifecha
e — 5;gn5‘nﬁ"'msmcmﬁmjmzﬁ5 Persana o ke Reprasenta T T T Dt T
T T e — "ﬁ_m(mc;awmﬁ—'—‘ﬁ— R —
T T Cnyiciuag T m“‘ﬁW Telaphone ferd fong

Ta Whom it May Concarn Madical recarts relnasad 1 Iha state's
Uisability Evajuation program become par of the apphcant's _hlc_»
subjact 1o tho provisions of the Federal Privacy Act of 1974 which
providas that, upon reauest, an aophicant may hoave Aeeans o thonse
records. A condition of accpns 1o moedcal records g that, at tha
Mo access is requestad, the applicant must designdte a
-Preseniative ta recaive, review, and discuss them with the
applicant. #t is recammended, bul not raguiraed, tbat the
representative be a physician or other heaith sarvice professional,

MC 2204 EnglistvSpanish (am0)

A Quien Corresoonda: Les exoediantes méadicos orocorcionados
Por el pragrama estatat de Evaivacion da Incapacidadas (Cisability
Evaluation) forman pare daf oxpadienta dal salictainm do acuardo o
Iy astioulada par of Acta Fadaeral do Confidencialidad de 1974 que
ustableca qua ol sohcitante puedea tener 8CCO5C 2 8503 expedienies
si asi io solicita, Una condicion para obtenar accesg a los

debe nombrar 3 un tepresentarte para que los reciba, examine, ¥ lo
'epasa con el solicitante. Eg recomendable, paro no obligatona.

5U8 ¢l represantante sea un medico u otro profesionista an el rama
de la sajud.





